complexes with inadequate hemidesmosomes and anchoring fibrils. Debris can then build up under the overlying loose epithelium resulting in erosion.2,7 A large proportion of patients with EBMD remain symptomatic of erosion and are more likely to require continued treatment with topical lubricants.8
The majority of patients with erosions will respond to ocular lubricants and topical antibiotic cover in the acute phase with the removal of loose epithelium, The 3 cases presented were unusual in that they developed bacterial keratitis with hypopyon, resulting from a breach in the epithelium, allowing bacteria access to the underlying stroma.
All 3 patients responded well to ciprofloxacin monotherapy with resolution of hypopyon keratitis.
Bacterial keratitis can result from a break in the corneal epithelium allowing bacteria access to the corneal stroma, where they multiply and spread, sometimes releasing toxins and enzymes. In the cases presented organisms may already have been present in the conjunctival fornices, becoming pathogenic when an epithelial break was incurred.
Interestingly, recurrent erosion has been associated with lid margin disease. Oral tetracycline has been shown to be effective in the treatment of meibomian gland dysfunction and also in recalcitrant corneal erosion, significantly reducing the time for erosions to heal.9, I O Its mechanism of action is not fully understood, but may be unrelated to its antibacterial action. Deficiency has also been reported in cases of chronic 
Case report
A 51-year-old white woman presented to eye casualty with a red, watery, mildly irritable left eye for 2 weeks with visual acuity of 6/48 left eye. She had been using lubricating eye drops for mild dry eye symptoms since uncomplicated cataract surgery 7 years previously. She had suffered from scleroderma, of the CREST type, for 18 years ( Fig. 1) . She weighed only 24 kg at presentation with a height of 1.47 m (her body mass index was 11.1; normal 20-25) having lost 10-12 kg in the previous 4 months due to oesophageal motility problems.
She had normal lids and the conjunctiva were injected with good lid margin tear film. There was a left circumscribed paracentral corneal ulcer, 1.6 X 2.2 mm, to Descemet's membrane depth (Fig. 2) . The edges of the ulcer were steep with no infiltration and the cornea was otherwise clear with a quiet anterior chamber. Right eye examination was unremarkable at this time. Corneal cultures for bacteria, viruses and fungi revealed no growth. Failure both in diagnosis and treatment may lead to unnecessary blindness, and also increases the risk of severe intercurrent systemic infection and death.
We thank Mr Cappin, FRCS, for encouraging publication of this unusual case.
Sir,
Acanthamoeba keratitis following optical keratoplasty
Acanthamoeba infection of the corneal graft is a rare entity and to date only one such case has been reported in the literature.
1 Here a case of graft infection by Acanthamoeba is reported that presented initially as a persistent corneal epithelial defect.
Case report
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